a new geography of local and global health population management, and new ways of organizing health communities in the midst of the 1990s telecommunications revolution. Telemedicine is traced back to the 1970s and earlier with the aim of placing this field in the historical perspectives of older paradigms linking communications technologies with more humane or more advanced health care. Rather than taking telemedicine as a response to the inevitable forces of globalization, this article traces its emergence to determine how and upon whom telemedicine is structured and enacted in the process of shaping particular global futures. Closely examined are telemedicine's reciprocal aims of containing health crises globally, by extending care to 'remote' regions, and protecting health 'at home,' whether through national or state-wide health initiatives, or through enhanced home care technologies. It is argued that telemedicine forges a new set of geographic co-ordinates and new definitions of remote peoples as the field produces new client populations. Telemedicine is not simply a new approach to delivering health care better, it is a method of reordering social life within the framework of global health.
I will begin with two stories that feature telecommunications as a key factor in health care at the millennium. The first conveys utopian optimism about technology's role in promoting a more democratic national health care system. Getting wired means getting hooked into the safety net of health care. There is little recognition of the inequalities that attend the uneven speed-up of global communications and the resultant shrinking of the world (Leyshon, 1995) . The second is more global in its vision. Like the xenophobic quotation above, it warns of the odious threat of contamination posed by the death of distance -but expresses optimism about the range and scope of technologies available not only to better manage the transnational flow of disease, but to better manage new health markets. The latter account captures the ambivalence that surrounds the predicted emergence of a 'global health village' (Altensetter and Björkman, 1997) . This article will be punctuated with other stories from the archives of telemedicine, accounts with complex and contradictory implications for national and global health futures. I begin with the following two because they help me to illustrate this article's interlocking arguments about domestic and global health futures. These are roughly captured in the following statements. First, telemedicine forges a new set of national and global geographic co-ordinates and new ways of organizing health populations into various population configurations -what I will call remote locals. Second, telemedicine is not simply a new approach to delivering health care better and to more people in an era of compulsory globalization. It is a method of reordering geography and identity through new styles of health management that involve new configurations of population and different ways of imagining what global health is and will be. If, as Doreen Massey (1995b) and others have shown, a sense of place is linked to identity, distance medicine and its reconfiguration of geography will alter experiences of identity
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and community. By suggesting that telemedicine imagines its world, I mean to emphasize that the conditions of globalization are culturally produced. They are not ineluctable market-and technology-driven trends. Finally, telemedicine is neither a discipline in its own right nor a disciplinary set of techniques. Rather, it is a set of techniques and practices that are actuarial in nature. That is, the techniques and practices that make up telemedicine do not so much discipline bodies as they offer new and relatively benign ways to organize, assess, compare, and rank bodies in the form of client pools, catchment regions, or populations. These intersecting claims converge in the general argument that telemedicine is a set of techniques in the broader health and communications apparatus that is gearing up for the management of health care capital, labor, markets, and knowledge for the 21st century. As such, its analysis can help us understand and more actively determine what our global health futures will be.
Telecommunications is not simply a means of delivering health care differently, or sharing health knowledge more widely. In the decade of the 1990s, telecommunications became fully integral to the practice of health care. In the USA, there has been a remarkable federally and privately supported move in the 1990s to use communications technologies in combination with advanced imaging systems to extend health care at low cost to previously underserved populations domestically. The idea is that not only will these populations be better served by distance medicine systems, individuals will become more active in and educated about their own health care. This sentiment has surfaced in the private sector in new promotional schemes like Consumer Health Informatics (Carrell, 1993; Patrick and Koss, 1995) and segues into the shift in health care to a more pronounced market ethos and managed care (Himmelstein and Woolhandler, 1995; Keepnews, 1995) . It also imbues portions of the Federal Telecommunications Act of 1996 and the National Information Infrastructure documents of the mid-1990s (TA, 1996 , NII, 1994 , Fitzmaurice et al., 1994 . The latter are policy and research statements that feature sections on technology access and expansion of health services as well as education possibilities to underserved populations nationally and to promote international markets (Council on Competitiveness, 1996) . 2 In the mid-1990s, the Clinton administration mounted a well-publicized campaign to provide every schoolchild with access to a computer and the internet, with the idea that this would provide 'every person [with] the opportunity to make the most of his or her own life.' 3 Part of this mission was the equivalent but less publicized support of pilot projects using communications technologies to reform national health care. The administration's message about health during this period, expressed in the failed Clinton national health plan, was that access to health care, like access to communications technology, is the right of every citizen. A tacit assumption behind these agendas is that to have access to optimal health care in the 21st century one must have access to communications technologies. At mid-decade, the official picture of the benefits of a national telecommunications system working in tandem with a democratic national health plan looked something like this 'vision of the future' posted on the National Information Infrastructure Web site:
In a rural area, a child awakens with severe coughing, fever, and a rash on her chest. Her mother dials the interactive telecommunication connection to access medical care support and describes her child. The nurse at the other end asks for the mother to connect special probes that monitor the child's temperature, blood, pulse. She then listens through an electronic stethoscope to the child's breathing. She examines the rash through the high resolution telecommunications viewer. After consulting information through the NII about recent health events reported in the community, such as the incidence of measles, bacterial and viral infections, she recommends action to the mother. (NII, 1994) The NII task force, dedicated to imagining the benefits of technology to the public in seven key areas of life including health, paints a rosy picture. Telemedicine offers a warm and efficient sort of community health carein which the 'community' caregiver may be hundreds of miles away. Families partner with providers in a utopian vision that presents new information technologies as a democratizing rather than alienating force (Rheingold, 1993; Schiller, 1995; Schön et al., 1999) . A timeworn gendered health care scenario is staged in which women (mothers, nurses) are the caregivers and selfless nurses traverse distances at all hours (in this case electronically) to care for the sick. This sentimental cast mitigates against the aura of mechanization and depersonalization that clings to distance technologies, bringing familiar signifiers of warmth and interpersonal contact to what is, in fact, a remote physical examination performed by a professional burdened by duties previously performed by doctors (Keepnews, 1995) . It echoes the optimism about new communications technologies expressed in the writings of advocates like Howard Rheingold, whose heartwarming account of personal enrichment and 'homesteading on the electronic frontier' in the late 1980s enjoyed a wide and enthusiastic readership upon its publication in 1993 (Rheingold, 1993) .
Optimism about telecommunications technology democratizing access to knowledge for the masses was widespread in the early 1990s, roughly paralleling the rise and fall of the Clinton health plan. The discovery of the internet by big business (around 1994) tempered this optimism and coincided roughly with the rise of Health Maintenance Organizations (HMOs) as the new leaders in national health. In what is now a more familiar representation of national telemedicine's benefits, the focus shifts from individuals (or the somewhat larger unit implied in this scenario, the family) and their participation to the more general category of populations and their management:
At the present time, nowhere is the distance barrier eroding more rapidly than in medicine. Patients traveling miles to see a specialist for medical consultation,
and medical documentation and films being physically stored and transported, are rapidly becoming antiquated modes of operation. Through telecommunications and information technologies medicine can now extend its reach regardless of physical distance through real-time or near real-time two-way transmission of information between places of greater and lesser medical capabilities and expertise. This capacity . . . will revolutionize current clinical medical practice, especially for remote or geographically dispersed populations, and will profoundly alter the medical landscape well into the twenty-first century. (Garshnek et al., 1997) This passage illustrates the sea change telemedicine marks in the overall structure and geography of care and hence in the dynamics of medical power. The transformation of communication in health care corresponds with a transformation of the very structure and practice of health care. The telling point of the above quotation in this regard is that information transmission takes place not between equally situated individuals experiencing an interpersonal exchange (an ideal that in any case had never really existed) but 'between places of greater and lesser medical capabilities and expertise.' The new lines of communication forged by telemedicine, whether local or global, and whether for free or for a fee, allow populations designated medically underserved or remote to receive expert attention, while places of 'greater expertise' may reach out to care for populations they did not previously serve. Like exchanges between doctors and patients in real life, the flow of information and the dynamic of electronic care are hardly neutral, uni-directional, or equivalent among subjects. But the dynamics introduced in telemedicine are different not only because they introduce technological mediation between doctor and patient, but because a host of other factors change as well. The most obvious is spatial and temporal aspects of health care. Telemedicine may erode distance, but it also and paradoxically establishes distance as a factor in a relationship previously involving direct physical touch and temporal immediacy. Following trends in health care dating back to the 1980s that include the introduction of the nurse practitioner in routine office visits, we see an increased reliance in telemedicine on intermediary figures like the nurse and the physician's assistant in the absence of a doctor. We also see an increased prevalence of health management organizations in an increasingly technological environment: the cost and complex structure of personnel, technology, and traversal of distance that technologically sophisticated medicine involves are more easily supported by a large corporation with varied resources than by an independent practice. Computer and telecommunications specialists join the growing team of experts involved in care. Vast bodies of information -patient history, epidemiological data -can be accessed instantly by companies hooked into medical information services. The factor of distance introduces loss of touch (a cornerstone of health care) and an increased likelihood of regional, cultural, and language differences, perhaps even language differences. 4
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The transition to an information society has been the subject of extensive analyses ranging from those that extol its benefits (typified by Cairncross, 1997) to those which warn that technological growth has been paralleled by increased economic misery in developing regions wired for access (Schiller, 1995) . Whether we embrace or challenge this trend as it is played out in health care, the fact remains that in the case of telecommunications it is ultimately not just information that is at stake. This is especially so in the case of medical telecommunications. In an era of globalization, bodies and disease are also subject to more active transnational movement. The story of the Zaire Ebola outbreak in 1995 illustrates the non-equivalent dynamic of information flow while also indicating that information is not all that is at stake in the technological management of global health flows.
When a physician in the former Zaire suspected Ebola as the cause of one of her patient's symptoms in January of 1995, the New York Times reported, she tapped into the global health information network by dialing the US Center for Disease Control and Prevention (CDC), the designated world research center for the virus. 5 Her call brought the US public health system into the loop of health management, locally and globally, even before the case was verified. Indeed, her suspicion was confirmed not in Kikwit but in Atlanta, on the basis of a sample that was flown from the Kikwit airport to the CDC.
The course of the virus's public life in this instance began with a telephone call and was followed by a transatlantic flight carrying material substances. These events quickly situated the US government at the crux of a global health crisis in Zaire (now the Democratic Republic of Congo), collapsing distances between the two points. But this collapse of distance was not altogether welcomed. Entities (bodies, pathogens) that could not be reduced to information threatened to circulate beyond Zaire, indicating that public health authorities were not in control of the situation. Indeed, a reporter covering the story for the New York Times virtually blamed the Federal CDC for the outbreak. In recent years, he noted, research centers (most of them based in North America and Europe) have slipped up on their responsibilities as global health monitors in remote regions. Outbreaks like the one in Kikwit, he implied, occur because of the negligence of these institutions. On one level, this negligence is isolated to information: researchers should have been collecting data about occurrences in Zaire all along. But it also concerns policy regarding the movement of bodies and substances. But for the presence of an airport in Kikwit, the article implies, the outbreak might have been more easily contained. It was with great consternation that this journalist and others members of the press remarked on the passage of citizens of Zaire -potential carriers -into the USA. A telling sidebar to the Ebola contagion media saga is the story of the unlucky Kikwit passenger held in quarantine in New York out of fear that he might be a carrier.
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The medical and media management of the 1995 Ebola outbreak brought into play technologies beyond telephones, planes, and those used in press coverage. Efforts of the CDC Special Pathogens Branch team working on the case, for example, were immediately hampered by a lack of accurate and current maps of the region. They had to enlist specialists to generate remote satellite images. These resources were used in conjunction with other epidemiological data to isolate the geographic origin and course of the pathogen. 6 the certified elimination of smallpox from the face of the earth in 1986 was the greatest public health success story in the world. The second -but less well known -success story was the use of IT [information technology] and telecommunications in the control of river blindness in West Africa earlier this decade. It involved sensors, telephone lines, satellite links and computers for the surveillance and tracking of the deadly black fly larvae living along 50,000 kilometers of the Volta river, which runs through 11 West African countries. (Rao, 1999) Together the various technologies of imaging and telecommunications are employed to collapse distances with the reciprocal aims of containing health crises in 'remote' regions and protecting health at home. The result is the establishment of new inter-state co-ordinates of knowledge and power that supersede the ones based upon previous frameworks of national and international health initiatives. The benevolent impulse to share information, resources and services transnationally intersects complexly not only with economic incentives, but with professional and public consternation about the circulation of entities like diseases that refuse to conform to relatively benign data and bits in an information age. 8 The message that distance is dead, then, is received with some consternation among those who would like to see distances better controlled, and borders maintained and collapsed at will to better manage the flows of information, people, and pathogens.
Whether or not distance is dead in the age of global networks and flows of information and people (and I will shortly argue that it is not), we need to consider what new geographic co-ordinates of health care and management are shaping the disciplinary regimes of health care and medicine. This article considers how telemedicine, a relatively new medical specialty, emerged as an important means of constructing a new geography of global health population management for the millennium in the midst of the 1990s telecommunications revolution. 9 In the sections that follow, I trace the rise of telemedicine back to its manifestations in the 1970s and earlier, placing
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it in the context of a telecommunications ethos wherein physical contact took on new meanings in a globalizing medical culture. I then try to theorize the new geography of global health that telemedicine helps to construct. I argue, in agreement with Vincente Novarro (1998: 743) , that we need to demystify globalization and what it stands for. To do this, we need to understand power and politics as they support the emergence of new models of health care that take globalization as an inevitability, not as something that is constructed through policy and practice. As Novarro argues, 'there is nothing intrinsically good or bad in the flow of capital, labor, and knowledge around the world; its goodness or badness depends on who governs the flow, which determines who benefits from it' (Novarro, 1998: 743) . Rather than taking telemedicine as a response to the inevitable forces of globalization, I trace its emergence and formation. I am less concerned with the question of who governs than how telemedicine is structured and enacted, and upon whom. To carry out this project, I adopt Bruno Latour's concept of action at a distance adapted to reflect the benign forces of population management that characterize health care in the era of late capitalism. The scene out of which telemedicine emerges is dominated by managed care in the USA, and these corporations are now expanding their services into other national markets. I propose that telemedicine is developing along the lines of a model of power that is different from the familiar Foucauldian scheme of overt disciplinary techniques of bodily control that were used during earlier periods to control individual subjects. Latour's term action implies disciplinary techniques performed by and upon bodies. Telemedicine, even in its late-1990s manifestations, I will demonstrate below, hardly constitutes direct action upon bodies. Rather, it entails a more benign sort of indirect management of populations most clearly represented in the managed care model, and best captured in theoretical terms in legal scholar Jonathan Simon's (1988) discussion of actuarial techniques -strategies of social control that operate on populations rather than bodies. Actuarial practices involve the calculating of risks and premiums, usually for insurance purposes, on the basis of statistical evidence about populations. Simon argues that actuarial techniques are increasingly important to struggles over ideologies of identity and community. They replace the more overt efforts of the disciplines to fix and neutralize the unruly bodies of individual subjects responding to the breakdown of traditional communities in an earlier phase of capitalism. I borrow his concept, expanding its meaning to suggest that telemedicine constructs its populations according to an actuarial model of sorts, using statistical knowledge about populations and other forms of information to forge dispersed global health 'communities' -potentially profitable catchment 'regions' dispersed around the globe. In this process, telemedicine transforms the way individuals understand their own identities and their own senses of what community means, and what relevance geography has in relation to community. Finally, I develop the ideas framed in this theoretical sketch by tracing a few telling formations of discrete
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'remote populations' targeted by telemedicine, drawing from the archives of this emergent field for my accounts.
Actuarial practice, at a distance Manuel Castells (1995 clarifies the dynamic between the local and the global in the more general context of information technologies. The space of organizations in the informational economy, he explains, is increasingly a space of complex and non-equivalent flows. The factor of flow or movement does not imply, however, that organizations from which information ensues, or through which it is exchanged, become placeless, or that by collapsing distance geography is made irrelevant. On the contrary, as Saskia Sassen (1998) has shown, delivery of services electronically continues to be dependent upon a geographic milieu that re-establishes the location and dominance of metropolitan centers against the relative distance and difference of their various situated pools of clients and labor. Sassen focuses on the embeddedness of electronic space in particular locations, primarily global cities -what she calls command points in the organization of the world economy (Sassen, 1998: 180) . In the case of medical telecommunications, command nodes are more typically corporate and university research parks situated in suburbs and small university towns. Urbana, Illinois, and Rochester, Minnesota and Bethesda, Maryland are hardly global cities, but they take on that stature in terms of health insofar as they are nodes of state-of-the-art medical knowledge and professionals with international stature. Dominance of these centers depends not only on the presence of state-of-the-art governmental and private research and clinical facilities, but on the identification of geographically or conceptually remote constituencies -in the region or globally -these entities can test or service. No matter how dispersed, segmented, or segregated these remote markets might be, they have in common dependency on the center. This is the case even if the center consists in part of a network of databases and a consortium of geographically dispersed specialists linked in virtual space and unified by contract, affiliation, or consortium.
The conceptual dominance of the medical center depends on the presence not only of client pools elsewhere, but of skilled labor -workers whose job it is to provide management and technical support for the facilities and network. As Saskia Sassen (1998) and Doreen Massey (1994) have shown, women and immigrants figure importantly in the behind-the-scenes laborforce of transnational industry. In health care, women make up a good percentage of this workforce in technical jobs ranging from microchip inspection and laboratory slide analysis to nursing. In the case of telemedicine, computer and telecommunications specialists are as crucial as intermediary health professionals and, as I have already noted, electronic access to information pools by mid-level health professionals may preclude the need for a physicians or specialists. Clearly, then, the flow of information Cartwright: Reach Out and Heal Someone in telemedicine is not simply uni-or bi-directional. Patients and professionals staffing remote locations must be able to communicate back to the center and into appropriate databases quickly and easily, in multiple media and formats, and with a high level of specificity (through detailed images and data, or through extended verbal accounts). Thus, organizational co-ordinates and subject positions within the telemedicine process are strongly place-oriented, varied, and non-equivalent. Latour (1987) describes historical cycles of accumulation of knowledge and artifact that allow a particular geopolitical point (from a laboratory to 'a puny little company in a garage') to become a dominating center of knowledge and power by acting on other points at a distance:
How to act at a distance on unfamiliar events, places, and people? Answer: by somehow bringing home these events, places, and people. . . . By inventing means that render them (a) mobile so that they can be brought back; (b) keep them stable so that they can be brought back and forth without corruption or decay; and (c) are combinable so that whatever stuff they are made of, they can be cumulated, aggregated, or shuffled like a pack of cards. (p. 15) Latour's formulation can be adapted to the model of the network society. One of the goals of telemedicine is to expand a given medical facility's reach without having anyone move -that is, to virtually not physically 'bring home' to the research center distant medical cases, clinics, and patients. Telemedicine renders patients mobile in the sense that they can be electronically transported -as image or data -to a central medical facility via teleconferencing, diagnostic imaging, and other communications modalities. At the same time, telemedicine keeps populations physically stable, safe from the threat of 'decay' or physical stress posed by actual travel between the remote community and the medical center. Most importantly, telemedicine keeps its remote pools of patients readily combinable in the form of population data, making it possible to shuffle communities and individuals 'like a pack of cards' to form new aggregations of geographically dispersed patients, new health 'communities. ' The fact that this management happens virtually not physically in telemedicine suggests that rather than subjecting the bodies of individuals to an overt disciplinary regime, telemedicine accommodates its populations, reordering social life efficiently and somewhat benignly. Simon's concept of an 'actuarial regime' helps to clarify this strategy. The actuarial 'seeks to manage [people] in place' (Simon, 1988: 773) rather than move them around. Actuarial techniques are the benign techniques of social control that include testing, questioning, comparing, and ranking to statistically represent the distribution of variables in populations. These familiar and banal practices, Simon explains, are central components of social organization, replacing the disciplinary strategies used to neutralize unruly populations during the early phases of capitalism. As Simon notes, it is expensive and difficult to change peoples' behavior and to move them around.
Practices like telemedicine maximize the efficiency of populations as they stand, relying on a complacent acceptance of the structures of late capitalism as well as on the potential of new technologies to intensify the effects of power set in motion by the disciplines.
Actuarial techniques, Simon explains, potentially place people in groups that have no experienced meaning for their members, stripping people of their lived senses of community and identity. Telemedicine, I will show, forges new concepts of community and identity through its identification of remote populations and expanded client catchment regions. The term community where it appears below refers to this sort of concept of community, which lacks the specificity of subjectivity underlying the categories of earlier classification practices. Telemedicine forms health communities that potentially have no patterns of shared experience, no basis for understanding themselves as a community as such beyond their convergence in a health network. This rather bleak picture of community is not meant to detract from other models of community and identity (resistance models, for example). Rather, I am simply identifying one potent means of organizing peoples that is predicted to have a great impact on global health practices in the coming century.
Making remote locals
Telemedicine pioneer Gerald Brauer (1992) describes the use of the jointly operated US-Canadian Hermes satellite in 1976 to deliver diagnosis and treatment at a distance to northern Canada's medically underserved and poor rural communities, such as the Sioux and Inuit (Dunn et al., 1980; Roberge et al., 1982; Rafuse, 1992) . Canada has provided fertile ground for telemedicine experiments in a mode of benevolence not market opportunities. The reasons for this are clear. First, socialized medicine has provided a suitable framework for the benevolence model of technology access and transfer, since market concerns are less pressing (a fact that is increasingly less true as Canada incorporates elements of privatized care). Second, Canada has a unique geographic and demographic structure that makes it ideal for demonstrating the uses of distance technology in medicine. Third, First Nations communities, a population noted in Canadian health care for chronic problems linked to factors such as geographic isolation, cultural difference, and poverty, provide an ideal model for the multivalent term remote that plays a major role in discussions of telemedicine.
Canadian remote locals
To understand the construction of the remote in the Canadian context, it must be noted that Canada's geography and demography are unique among western industrialized nations. Their organization makes the country a dramatic stage for demonstrating technology's role in the collapse of distance Cartwright: Reach Out and Heal Someone and the management of cultural fragmentation. Canadian communications scholar, Margot Bauman, reminds us that Canada's mediascape is distinguished from those of the USA and European countries by the fact that Canada's population is relatively small for the country's size. Its communities (and potential media audiences and health care populations) are dispersed across a vast landscape (Bauman, 1999) . The distances separating communities restrict travel and informal means of service and information exchange. Media and communications technologies are thus crucial sources of interconnectivity. Productions of the Canadian Broadcasting Corporation and the US television industry's global exports have made up standard broadcasting fare, collapsing cultural differences, as it were, across vast spaces and disparate cultures. The fragmented and dispersed populations of Canada, and particularly those that occupy northern regions far from urban centers of medical expertise, present an ideal testing ground for using these same technologies to extend medical services to remote communities. 10 It is helpful to recall the medical milieu of benevolent paternalism in which domestic and international telemedicine services were first tested in Canadian First Nations communities in the 1970s and 1980s, characterizing these domestic local populations as remote in more than the geographic sense. An account of the circumstances of birthing among Inuit women by anthropologists John D. O'Neil and Patricia Leyland Kaufert (1995) is instructive on this point. During the 1960s and 1970s, they explain, most Inuit women with pregnancies deemed low-risk living in isolated villages along Canada's Arctic coast delivered with non-Inuit midwives in the community health clinic. This practice allowed local beliefs and practices to remain fairly intact, with the relatively minor mediation of a midwife, a health worker whose training historically has emphasized sensitivity to the cultural practices of clients. This method, however, was discontinued in the early 1980s. New policies were introduced requiring women to travel great distances -sometimes thousands of miles -to urban hospitals for labor and delivery. This policy, still in existence at the time of this writing, effectively separates women from their families and communities for an average of three weeks. This system was implemented not because local community births were found to be particularly dangerous, but because standards of obstetrical practice in southern Canada had changed to require access to technologically sophisticated medical care.
The circumstances of laboring Inuit women on one level demonstrate the limits geography can place on technology access. Pregnant women in New York City are also prohibited from giving birth at home, but one would hardly view this as the same degree of imposition of state authority since travel to hospitals in this context poses considerably less potential for isolation and hardship. The problem is that the Canadian health care system is willing to risk the health and emotional well-being of the very subjects it purports to protect by enforcing their 'right' of access to advanced Health 4(3) medical care. Forced to overcome their own cultural and geographic remoteness, Inuit women are disciplined to do the labor necessary to become geographic 'locals' and duly served members of the health system's community. One can easily see how telemedicine might make sense. As Simon points out, it is hard to make people -in this case both patients and providers -change their behavior, and to force them to move around. Patients are made to work hard to reap the dubious benefits of the new technologies because medical professionals -and particularly specialistswill not bring themselves and their advanced medical care to remote settings. (This has also been the case in the USA, where fee-based privatized medicine has further mitigated against the settling of medical professionals in regions increasingly unable to provide a substantial pool of clients able to afford private medical care, making telemedicine an attractive alternative (McCarthy, 1995) .) From the perspective of the Canadian medical metropole, then, the more benign and passive approach of monitoring and treating patients at a distance through telemedicine presents an alternative to the harsh, overtly disciplinary measure of forcing patients to travel so they may get 'equitable' care or otherwise making them compliant.
A program that has presented a solution of sorts to this geographic problem, creating a version of the remote local, is the Canadian Northern Hepatitis Liver Project, a University of Alberta telemedicine system that links northern Inuit and Dene hepatitis patients with southern consultants. Typically, the communities served by the project are comprised of 50 or 60 people whose care providers are usually nurse practitioners and in some cases a lone doctor who fly in periodically. It is estimated that up to 30 per cent of the Inuit and Dene people will contract hepatitis B. The project, funded by the Canadian Liver Foundation, supports a telemedical consultation system that allows the person with hepatitis to get specialist consultation and a recommendation for drug therapy, to be administered at home. According to the doctor who instituted this project, 'everybody benefits' (Rafuse, 1992) . The person with hepatitis is treated -and the southern consultant gets pertinent information to pass along to the university for health management and epidemiological study. The Inuit and Dene become part of the Alberta facility's community of clients without the hardship of travel; a remote local community is forged through techniques of accommodation not coercion.
The purpose this program serves for top-down public health management at a distance is clear. And who would object to such benign management techniques when the benefits to the community treated are so clear? The Canadian project benefits 'everybody,' I suggest, for a number of reasons. First, its foundation funding and situation within a socialized medical system allow the program to exist in a state of relative autonomy from larger market concerns. Problems arise, however, in cases where remote communities like the Inuit and Dene are targeted as viable models or as future markets for a more profitable use of telemedicine health Cartwright: Reach Out and Heal Someone delivery systems. (This problem will be discussed below in relation to a project involving the Papago.) Such a system could also drive existing local services and practitioners out of business. This is not an issue in this instance, however. As O'Neill and Kaufert wryly note, the Canadian government rarely provides resources for local care, but instead opts for emotionally and culturally costly solutions like enforced travel -or, in this case, high-technology solutions that benignly institute better management from medical centers in the south. It can be argued that distance technology is a less invasive alternative to the possibility of bringing a southern specialist physically into the community. By limiting outside specialist presence to the consultation process, and by encouraging the administration of treatment by the patient him or herself or by community health workers, the project fosters, by default, a degree of patient autonomy and community agency lacking in some more culturally invasive approaches. A minimal sort of consultation system like the Hepatitis Project infringes in relatively benign ways upon the methods of healing practiced in the community, perfectly demonstrating the banal and passive techniques described by Simon in his discussion of actuarial practices. Just as new imaging and visualization technologies introduced in the 1990s have made it possible to perform potentially invasive physical procedures in a non-invasive manner, telemedicine facilitates a culturally non-invasive method of health care delivery. In maximizing the efficiency of the population, the program apparently never rises to the level of a disciplinary practice. In this construction of the remote local, distance is tantamount to respect insofar as it seems to promote patient agency and cultural autonomy.
The problem with this construction of a remote local telemedicine community is that it is rife with the ethos of benevolent paternalism that has characterized technology transfer and public health campaigns aimed at First Nations, Native American, and Third World populations in the postwar period.
US remote locals: from rural to global remotes
The humane benevolence that characterizes this system is also evident in US telemedicine projects of the 1990s designed to deliver health care to underserved regions. These pilot programs, however, segue more blatantly into market concerns. Telemedicine remained largely a benevolent and experimental enterprise throughout the 1990s because it was not a reimbursable service (this point will be clarified shortly). Programs such as the Medical College of Georgia's rural telemedicine project and the Center for Telemedicine at the University of Oklahoma Health Sciences Center, launched in the late 1980s to mid-1990s, provide examples of telemedicine's creation of remote local communities receiving care in the benevolence mode in the USA. What makes these projects different from their Canadian counterparts is their function as pilots for future profit-making systems.
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Most pilot programs in states where medical care has not been readily available to the rural population were started with public funds designated for improving both rural telecommunications and distance medical services. The federal objective of reaching out with new technology was supported in the private sector by organizations such as the Robert Wood Johnson Foundation, which launched a program titled 'Reach Out: Physician's Initiative to Expand Care to Underserved Americans' in 1995.' 11 These sorts of initiatives emerged in response to the perennial problem of providing health services in a rural America, a problem aggravated during this period by the closing of local businesses and the rise of virtual ghost towns populated by aging, culturally isolated, and poor populations. This situation was exacerbated at mid-decade by cutbacks in national public health funding and services. The decimated heartland, with its lack of technology and health care, had much in common (i.e. poverty, lack of access to health care and technology) with the geographically remote populations of Canada -not to mention the rural poor of developing nations. This had always been recognized about regions like Appalachia, one of the emblems of US rural underdevelopment. But the euphoria about information-technology democracy in the early 1990s combined with the media surrounding health reforms to make the breach between haves and have-nots more apparent. State-based rural telemedicine, fueled by federal and private fervor over new information technologies, fitted neatly in this breach. 12 State-based telemedicine facilities targeting rural populations typically consolidate a client base from among low-income and poor populations in designated rural and remote areas. This dispersed client base is not a community in the conventional sense -that is, its members do not necessarily share economic status, geographical space, political agendas, or sense of cultural identity. It is necessary to consider what aspects of populations are considered in the construction of the concepts of the rural and the remote in the US health context. The US Census Bureau defines as rural all areas that do not fit the designation of urban. By this definition, 27 per cent of the US population in the mid-1990s would have counted as rural. 13 The term rural community conjures up a national patchwork of small family farms but in fact less than 10 per cent of the US rural population lives on a farm (many rural communities are dependent on mining and manufacturing, for instance). Although dramatic economic diversity exists among rural areas, many factors are common to most rural populations. These include less ethnically diverse populations, a higher percentage of elderly residents, higher rates of chronic disease, less education, a higher unemployment rate, and a greater likelihood of being poor. Rural residents typically lack specialist care. Employed rural people are less likely to have employer health insurance benefits, and families living below the poverty line are more likely to be two-parent families, which did not qualify for Aid to Families with Dependent Children (and hence Medicaid) during that program's existence (Simpson and Simpson, 1994) . Photo-illustrated news
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stories of the mid-1990s documenting the rise of rural ghost towns across the American heartland in the wake of a new exodus of youth to the new metropolis dramatize this statistical picture of the rural.
Given this data, it is clear that the unspoken facts behind the NII vision of the future described earlier are that the family in question is probably poor and unlikely to have health insurance or federal assistance. How is it, then, that this family is wired and otherwise outfitted for remote health service? A 1995 US Department of Commerce survey of telecommunications access in American households reported that rural homes are least likely to have computers. Within this group, poor households ranked lowest in terms of computer penetration (4.5 per cent) and -among those with computers -modem penetration (23.6 per cent), even as compared to poor households in central cities (7.6 per cent and 43.9 per cent, respectively). If the rural family in question happened to be Native American or black, chances of their having a computer and modem were further diminished (US Department of Commerce, 1995) .
But the NII vision is not as far out of sync with reality as these statistics might indicate. one study (Business Week, 1998) predicts that by 2002, 16 million households will be subscribed to a fast network service such as digital subscriber lines (provided by telephone companies) or services provided by cable companies, making them eligible for high-tech services at home. In 1999, Congress allocated $400 million to upgrade the communications infrastructure for telemedicine in rural areas, guaranteeing that the statistics from mid-decade will change significantly, and quickly. The wiring of poor rural populations thus becomes a direct solution to the problem of bringing medically underserved rural communities into the health care loop, and bringing these communities up to speed with the newest in medical technology, in one fell swoop.
In areas of the country designated remote, even the basic health care services available in some rural communities are lacking. In these cases, telemedicine promises to bring state-of-the-art care to populations previously having no health care at all. Use of the term remote sometimes overlaps with the use of frontier, a term that describes a county with a population density of less than six people per square mile. On average, residents of frontier areas must travel more than one hour to receive any form of health care (Simpson and Simpson, 1994: 503) . But within the discourses of telemedicine, the term remote has valences beyond the geographic and demographic. Distance is a compelling metaphor of, if not a real factor in, cultural difference. As the discussion of the Canadian situation indicates, the term remote refers not only to the geographical distance between telemedicine site and center, but to the economic and cultural differences that separate them. In the discourses of US telemedicine, rural populations take on shades of the remote when, for example, they are described as being isolated by poverty and/or disabilities related to aging. Rural populations conceptually are rendered remote when they live in a climate that
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makes travel to relatively near metropolitan health facilities harder and more time-consuming. The statistics cited above indicate that rural populations are most certainly 'remote' when it comes to technology access. And finally, communities such as the Inuit where indigenous medical practices may take precedence are viewed as remote in the cultural sense, insofar as cultural preferences linked to identity and religion preclude participation in dominant national health schemes. All of these factors variously combine, then, in uses of the term remote to describe populations situated a mere hour or less from a metropolitan center.
Bringing these remote and rural regions into the new health care geography, and forging new variations of remote local communities in the process, has been contingent on changes in telecommunications policy and practice. For example, when the Office of Rural Health Policy (ORHP) launched its first state telemedicine inititative, MedNet (now HealthNet) in west Texas in 1988, they were stunned -and stymied -by the technological underdevelopment they found in the region. Many residents still had party lines, a fact that tells us something about how community was experienced, electronically and otherwise. The ORHP moved in and installed dedicated T1 lines (at high cost) only to be confounded by the vagaries of distance-related transmission pricing among the various regional and national carriers that competed after the breakup of the Bell system (Puskin, 1995) . One of the paradoxes of globalization that we can infer from this saga is that the telephone, that emblem of the death of distance, has yet to assume distance-insensitive rates.
In 1993, Georgia passed the Distance Learning and Telemedicine Act to support a $75 million project that allotted one-third of this sum to the task of upgrading the smaller telephone companies throughout the state (Sanders and Tedesco, 1993) . Originally involving the state health and education systems and government, the Georgia project quickly drew in the regional telephone company as a crucial player. Lines adequate to support high-resolution image transfer had to be run to bring up to speed communities that, like the west Texas party line communities, were previously wired only for the most elemental home telephone service. But the wiring of rural Georgia required an unexpected act of benevolence. The state had to subsidize the regional phone company, since there was little incentive to run lines to communities unlikely to find other uses for this level of access.
Legislation in effect since 1999 requiring the Health Care Finance Administration (HCFA), the entity that determines Medicare payment policies, to reimburse rural providers for telemedicine consultations has featured a change in the understanding of rural health that is telling with regard to community and identity. To be rural is to experience a consumer need (Dakins and Kincade, 1999) . Under the bill, eligible providers include those serving the 745 rural counties designated Health Professional Shortage Areas (HPSAs). Of the 33 million people enrolled in Medicare, three million reside in HPSAs. This legislation, along with FCC (Federal
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Communications Commission) allocations for upgrading rural telecommunications, has paved the way for the market emphasis to take explicit precedence over benevolence as the rhetorical force behind rural telemedicine's advancement. Jay Sanders, a founder of the Georgia telemedicine program, notes that this bill, along with the FCC funds, 'breaks the reimbursement barrier' by sending a message to private insurers that telemedicine is a 'reimbursable event' and thus is a 'shot in the arm for the industry.' 14 The shift to an explicit market emphasis is coupled with a shift to an understanding of community according to need. One is no longer a member of a community per se, but of a region defined by deficit, and hence a potential market.
When Iowa instigated the Rural Telemedicine Act of 1993 to support its statewide rural telemedicine program, they brought the federal government back into the funding of technology to support state public health programs that had been gouged by federal cutbacks in regional on-site facilities (Busack, 1994; Kienzle et al., 1995) . It is important to note that the individual state is not an arbitrary unit in the actuarial practices determining how communities are divided, defined, and served in rural telemedicine schemes. Helen Smits, past director of the HCFA, emphasized the role of the state in discussing the categorization of telemedicine's constituencies within the framework of national public health (Smits and Baum, 1995) . The state, not the nation, is the primary unit for the administration of domestic telemedicine programs partly due to the vagaries of regulatory structures. At mid-decade, state licensing laws prevented a doctor practicing in one state from diagnosing or treating residents of another state unless residents physically traveled across state lines for treatment. Generous interpretations of the less stringently defined category of 'consultation' have allowed some finessing of this policy. Policies on accreditation and liability have been equally constraining. (An exception is the establishment of universal cross-state licensure within the Veterans Administration and the Indian Health Service) Inconsistencies among different states' laws also create obstacles to expanding what qualifies as part of the community served by a given program. Finally, the federal block grant system instituted during this period supports a state-based approach to service. 15 Federal policy aside, managed care promises to be the major factor in the shaping of policy and practice, and of markets. One medical telecommunications specialist asks, 'with the anticipated growth of managed care under national health care reform, will it even matter if HCFA approves reimbursement for telemedicine?' 16 Telemedicine is a natural for managed care efficiency and market expansion schemes. The acquisition of new markets, as Cairncross has noted, is the overriding benefit of the wiring of America -and America's wiring of the world. Trends in health care markets demonstrate this point perfectly. In cities such as Boston, an unusually high concentration of health care providers have for decades vied for the business of a relatively limited geographic region. Following the model
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of managed care organizations' marketing of services to broader catchment regions, telemedicine has proven a helpful resource in expanding the regional client base to bring ever more remote clients into the 'local' Boston health care community. John Patterson, the past vice president and chief information officer of the New England Medical Center and an advocate of telemedicine, sums up the market geography that brings remote clients into the metropolitan loop. 'In Boston,' he explains, 'there are several tertiary hospitals and we all compete like junkyard dogs for patients. The only way we can make a long-term impact is to change our service area' to include more distant populations.
It is difficult to picture the global city Boston as a junkyard and its myriad health care corporations as a pack of underfed, abandoned dogs competing for patients (bones?!). These characterizations appear even more incongruous when we realize that the New England Medical Center, which uses telemedicine in applications ranging from distance fetal monitoring to telepsychiatry in nursing homes, provides services to parts of Latin America. Latin American countries have vast populations of poor citizens abandoned by inadequate and beleaguered health care systems. Potential patients might be accurately characterized as underfed and abandoned, medically and otherwise. But this underserved population is not the one targeted by health care programs seeking to expand their client base by providing services in Latin America. Through its telemedicine program, the Center provides second-opinion consultation services to a pool of 400,000 paying patients in Argentina. This is paralleled by the transnational expansion of US health maintenance organization catchment regions to Latin America where, according to the New York Times, 'best risk' clients (such as the young and healthy employees of multinationals) are 'ripe for the picking' as countries like Brazil, Argentina, and Chile lower the bar to allow private companies from the United States to supplement meager health resources (Freudenheim and Krauss, 1999) . 17 This phenomenon should give us some insight into the economic interests that drive what Derek Yach and Douglas Bettcher (1998) describe as a peculiar combination of selfinterest and altruism (or, more accurately, paternalistic benevolence) in global public health initiatives.
The New England Medical Center and the Mayo Clinic have been hubs of this sort of altruism. Although their projects were not set up to generate profits, their focus on consultation sets up the potential for skirting international regulation. They typically serve relatively affluent sectors of remote regions targeted, and discussion about them has been thick with projections about market potential. In the mid-1990s, the Massachusetts General Hospital formed a for-profit subsidiary set up to read X-rays transmitted over phone lines from hospitals and clinics in the Middle East (Goldberg et al., 1994; New global telemedicine, 1994) . At about the same time, the Mayo Clinic constructed a $550,000 telemedicine clinic in Amman, Jordan -a remote site funded by the Jordanian government at the behest Cartwright: Reach Out and Heal Someone of King Hussein. The Mayo system, which is not for profit, was predicted to be staffed by doctors in Minnesota who would reads charts, inspect diagnostic images, and consult with patients and medical personnel in Amman. This system was designed to make possible the transmission of voice, digital images, and live, near real-time video (Mayo, 1994; Mitchell, 1999) . But the cost of bi-directional video and the availability of satellite transponders capable of relaying signals has made this goal unrealistic. At the time of writing, the chief use of the system has been live transmission of interactive medical education programs tailored by the Mayo Telehealthcare Center for Jordanian physicians (Mitchell, 1999) . A more viable system is that between Mayo and the United Arab Emirates (again, paid for by the remote recipient) facilitating the transmission of high-resolution motion images such as angiograms and echograms (Mitchell, 1999) . Diagnosis, delivered through the flexible protocol of secondary consultation, is practiced through this system.
Perhaps the most stunning example of the potential for telemedicine to construct a global catchment region is the Glasgow-based multinational, the Health Care International (HCI) Hospital. Though it had failed by the end of the decade, this system took an important step in imagining the scope of global telemedicine. Global ventures such as the Glasgow HCI, successful or not, construct a worldview in which transnational and virtual Third World communities of clients at home and abroad are linked by common experiences with their distant provider in the absence of adequate local services. This vision takes to a new level the cultivation of dependency through technology transfer and the marketing of western services, a trend that has been the subject of critique by independence movements and their advocates since mid-century. In the case of transnational telemedicine, what is introduced is not more cost-effective local management of basic health care, but increased dependency on dominant centers through global expansion of the market for specialized services from afar. Whereas previously US medical industries have been able to generate markets for goods (equipment) in these 'remote' settings, now medical practitioners may soon market their services, without ever leaving their home institutions. This phenomenon, in addition to raising concerns about neocolonialism in the control of markets and peoples, generates a whole new set of questions about social protocol in health care. The most immediate concerns the question of governance and law in transnational medical practice. Yach and Bettcher note that liberalization of health services under the General Agreement on Trade in Services in 1998 has the potential to 'blur boundaries between national and globalized health sectors' (Yach and Bettcher, 1998: 736) . Then there is the question of protocol at the level of the client or patient. Imagine the quandary of a Moslem woman, accustomed to covering even her face from public view, confronted with the request to expose her face or disrobe before a video camera for the inspection of a western doctor overseas. Problems such as this exist in real-life
(as opposed to virtual) medical encounters with western and non-western personnel, but the factors of distance, cultural difference, and image recording further complicate the situation. Even the booming business devoted to training personnel in the social conventions of their new corporate contexts have yet to tackle these cultural barriers to the transnational marketing of health care.
An initiative most representative of the potential of a world without borders is SatelLife, a non-profit international organization founded by members of the International Physicians for the Prevention of Nuclear War to address health communication and information needs in developing countries. SatelLife's HealthNet is an ideal among transnational distance care, linking health care workers in Africa to medical literature, databases, consultants, and colleagues in Europe and North America. Like Doctors Without Borders, it is neither a governmental nor a for-profit entity, and so bypasses many of the problems of international regulations. This example demonstrates the use of telemedicine to support an agenda of paternal benevolence in the form of western technology and information transfer on a global scale. It is unique among telemedicine ventures insofar as it achieves the goal of borderless connectivity that is predicted for the health market when transnational regulations are finally in place.
The links HealthNet forges, however, are once again neither reciprocal nor about care per se. The flow of knowledge is from western to developing countries. Epidemiological data follows the reverse course. Information is shared not between doctors and patients, but among the global community of health care professionals. An important if unstated fact about telemedicine is that the populations it produces in its actuarial practices include an imagined global community of remote medical professionals in need of 'bringing up' into the network society. The emergence of a new transnational professional-managerial class dependent upon western centers, modeled in HealthNet, is just one outgrowth of the new global paternalism that is one of telemedicine's potentials.
Beyond the global: remote locals in no man's land
The remote patient populations evident in so many of the above examples find their paradigmatic expression in the following account, which takes us beyond the global agglomeration of nation-states into the more politically ambiguous and unregulated territory of reservations and outer space. This story gives us a sense of the representativeness of the remote locals involved in pilot projects. What this example suggests, I will argue, is that remote locals function as placeholders or test subjects for imagined constituencies -new clientele, new communities or catchment regions that may not yet exist as such. The account of space telemedicine that follows demonstrates how the rhetoric of benevolence can support a logic in which those in need become placeholders for other, highly privileged, target populations. My Cartwright: Reach Out and Heal Someone elaboration of this point will be through an account of a unique telemedicine program of the 1970s that pulled together what is perhaps the most incongruent imagined geography/community -a Native American reservation and its tribal subjects -and outer space, with its population: astronauts. I rely on data from two published accounts of this pioneering telemedicine program, one a book-length report by James Justice and Peter Decker, Indian Health Service (IHS) workers involved in the program's implementation. In a field where book-length studies are still rare, this detailed study is an invaluable resource about the mind-set surrounding telemedicine in its early period.
In 1972, as part of the space program and during the earliest years of the Internet's formation as a military defense system, the Life Sciences Directorate of the Johnson Space Center at the National Aeronautics and Space Administration announced a unique plan. They would use space communications technologies to provide health services to rural communities. 18 NASA posted advertisements soliciting rural communities interested in becoming a demonstration site for the project, dubbed Space Technology Applied to Rural Papago Advanced Health Care (STARPAHC). From among the respondents they chose the Papago, a Native American community situated less than 100 miles from the urban metropolis of Tucson, Arizona.
The Papago, an Anglo name for the relatively small tribe that calls itself Tohono O'odham, are situated in a region better known for the much larger Navajo tribe and reservations. 19 They are not an arbitrary choice among potential communities, tribal and otherwise. The tribe's health problems, which included diabetes, hypertension, otitis media, dysentery, cirrhosis of the liver, and a high infant mortality rate, were regarded as typical of conditions on area reservations. The Papago's alleged representativeness of tribal health, however, was not the only rationale for NASA's selection of this community. As an officer of the Indian Health Service (which was brought in to manage this program) explains, NASA selected the Papago because they were a small and relatively isolated population about which much public health information had already been collected. The question of why the Papago specifically among area tribes might be understood when we note the observation of Stephen J. Kunitz (1983: 12) that the Navajo are perhaps the most isolated of the area tribes. This suggests that public health data about them may have been less dependable than that about other tribes. In the mid-1950s, the US Public Health Service took over the health care of Native Americans from the Bureau of Indian Affairs and collected and published data about the populations for administrative and planning purposes (Kunitz, 1983: 13) . The Papago seem to have figured strongly in data collection. In 1967, the Federal Office of Research and Development (ORD) was housed, with tribal council approval, in an abandoned tuberculosis hospital on the Papago reservation. ORD had used its proximity to the Papago to experiment with health monitoring and Health 4(3) management, setting up an early computerized health care information system. ORD personnel designed a computer simulation model for reordering and predicting the pattern of patient flow through a given health facility. This system allowed ORD to accumulate extensive epidemiological data to funnel back to federal health centers, while also facilitating the management of the community's health matters from medical centers outside reservation boundaries (Justice and Decker, 1979) . This precedent suggests that the Papago were seasoned participants in the federal health bureaucracy, a factor that surely influenced their selection for participation in the STARPAHC program.
Another factor influenced NASA in their selection of the Papago. The main (though unadvertised) purpose of STARPAHC was to provide a test site for new data systems and equipment intended for the remote diagnosis and treatment of astronauts living in space. For NASA, the culturally remote Papago, though a mere 100 miles from Tucson, were apt surrogates for Americans traveling in the geographically remote reaches of outer space. The Papago, living as they did dispersed across large tracts of agricultural and undeveloped reservation land -like the cosmos, 'no man's land' in the sense that it did not belong to the nation-state -were without benefit of advanced communications and transportation systems. They must have seemed to NASA the perfect test subjects for the planned simulation of medical communications systems designed to serve hypothetical astronauts drifting around that other and as-yet uncharted remote location, the moon.
On the most obvious level, STARPAHC was a multilocational, networked health services system whose decentered structure reflected the geographically dispersed organization of the reservation community itself. Health officials, rather than requiring people to travel distances to get treatment, dispensed their services via a mobile clinic -a huge trailer with a satellite dish mounted on its roof. Those wishing to be treated could enter the trailer and be seen by a traveling nurse or consult with a distant medical professional via satellite link. Homes, schools, and other community buildings served as treatment sites along with the existing clinics and hospital staffed by public health nurses, disease control workers, and health personnel under tribal administration. The hospital housed an interactive television system linked to a medical research center in Phoenix. This blanketing of the reservation with personnel and makeshift facilities, though modeled upon the organization of reservation itself, very likely presented itself as a vast imposition upon the culture of the reservation. It brought the physical presence of federal health policy and practice into every corner of the region. This program's main achievement, if we are to judge from reports about it, was not the delivery of mobile and remote services to the Papago, but the transmission out of the reservation of data about the Papago and the system itself. A Phoenix medical center, the regional center of calculation, was one recipient of some of this data. NASA, of course, was another.
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Writing about STARPAHC is more than clear about the project's innovative method of information gathering, but less than forthcoming about changes in the health and health practices of the Papago resulting from this new system. The little documentation of Papago responses to STARPAHC provided by health workers suggests that the community was less than compliant with the program. This non-compliance can be read as a form of passive community resistance to the threat to indigenous medical practice imposed by STARPAHC's roving clinic. Indeed, evidence suggests that non-compliance was a point of great concern for IHS workers documenting the study, causing them to question the success of the technology as a whole. As they explained, the transfer of sophisticated technology to meet the needs of minority groups does not in itself need to result in the disruption of traditions or life-styles. However, implementation methods and operational policies may well have a potential for disruption, resulting in an eventual discrediting of the technology -by local providers (Justice and Decker, 1979: 170) . This generic statement (about potential, not actual, results) suggests that these program managers experienced some unease about their and the NASA technology's local reception. They were well aware that communities have the capacity to resist intervention when it threatens to displace local practice. It is commendable that Justice and Decker recognize non-compliance as grounds for discrediting a method. But their statement indicates that what was ultimately at stake in the STARPAHC project was not the health or the views of the Papago, but the future of the technology, in the form of its reception by the local professional community.
There is irony to the STARPAHC story. How often do we see capitalintensive, elite space technology used to support chronically underfunded areas such as Native American health and social services? It is more often the case that sophisticated medical technologies with ties to military research initiatives (ultrasound or nuclear medicine, for example) are developed for specialized diagnosis and treatment, not for the implementation of programs designed to advance general health among an underserved population. The very idea of NASA selecting a Native American community living on the far end of the economic and technological spectrum as a model for a heavily funded, high-tech community of astronauts is in itself striking. But perhaps the most significant aspect of this narrative is that, during the 1970s, mortality rates among the nearby Navajo were highest in areas where dependence upon welfare and involvement in the wage economy tended to be highest (Kunitz, 1983) . Unfortunately, there are no statistics telling us STARPAHC's impact on the population's health. As the IHS personnel suggest, the technology ultimately stands or falls on the basis of its rejection or acceptance by a given local provider. The remote locals in this case are once again health professionals in and on the margins of the reservation.
But of course the Papago were not the main concern of the project. This
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brief recounting of NASA's foray into community medicine and its fantastic condensation of local and outer space demonstrates how the rhetoric of benevolence can support a system in which the underserved are test subjects for elite populations. In the STARPAHC narrative, the Papago and the hypothetical astronauts are rendered members of the same virtual locale despite the clear differences in classification, insofar as both groups exist, within the terms of the program, as remote participants in the same pool of health management and care delivery. For the treating physicians in the urban medical center, the locations of the Arizona desert and outer space are equally remote insofar as both appear on the same screen, both are part of the aggregate population forged from culturally and geographically disparate groups. In a striking twist of logic, Native Americans, a class of people fitting almost every definition of remote (by class, geographic and cultural marginality, and marginal relationship to national identity), intersect with a category of people who are the very icons of nationalism. Perhaps astronauts and Native Americans, both designated remote by dint of their transcendence of national space, helped nascient techniques of globalization, such as telemedicine was in the 1970s, to imagine a universe without borders -a catchment region beyond the globe.
Conclusion
I have tried to show that telemedicine forges a new set of geographic coordinates and new definitions of remote peoples as its experts scan the state, the planet, and even the cosmos for its client populations. The techniques of the field are central components of a spatial social ordering of subjects into populations within the newly converged global health network. Telemedicine is not simply a new approach to delivering health care better, it is a method of reordering social life within the framework of global health. I have suggested that telemedicine forges new identities and communities unhinged from local space through its passive actuarial practices. Its benign techniques are designed to please, or at the very least to elicit compliance without effort. But what is the lived experience of belonging to these communities? How has telemedicine been received by remote locals (groups that include local medical professionals and not just patients)? Telemedicine's reception and the impact of the practice on communities are only just beginning to be reported. One study notes anecdotally that more women than men complained about loss of physical contact (Allen and Hayes, 1994) , a 'fact' that may reflect who was willing to articulate this response, not who experienced tactile loss more. Palpation, touch -these are the unspoken grounds of clinical and surgical medicine that telemedicine has yet to confront. A survey of 52 rural family physicians seemed more concerned with financial and legal implications. A majority did agree that telemedicine might be a remedy for their own professional isolation (Kane et al., 1995), suggesting Cartwright: Reach Out and Heal Someone 
